Introduction
Inflatable penile prosthesis placement is an effective and safe treatment option for erectile dysfunction. 1 The 5-year revision rate is low (7%) and revisions are most likely due to infection or mechanical problems with the device. 2 Penile prosthesis aneurysm is a rare complication that is managed surgically. The choice of graft used during tunical reinforcement is critical to avoid subsequent complications. 3 The use of autologous grafts from distant tissue often leads to deformations of penile tissue in addition to the increase in operative time, morbidity, and cost of the operation. 4 The use of synthetics increases the susceptibility to infection and decreases long-term pliability of the penile tissue. 4 More recently, a publication in plastics reconstructive literature suggests the use of an acellular porcine graft. 5 We believe using the patient's own tunica as an autologous graft should be more closely investigated.
Case presentation
A 48-year-old man with a three-piece inflatable penile prosthesis presented complaining of device malfunction. Physical exam revealed a large right distal aneurysm of the device (Fig. 1) .
The patient underwent elective removal and replacement of the inflatable penile prosthesis with a distal corporoplasty. A sub-coronal incision was made and the penis was de-gloved. A very large right corporal herniation with a tunical aneurysm was then identified. To minimize graft complications, morbidity, and cost, the corpus was repaired using the patient's existing tissue. A tunical incision was made parallel to the urethra exposing the cylinder herniation (Fig. 2) . The tunica was noted to be extremely thin and weak. The lateral aspect of the tunica was folded back and sutured in an interrupted fashion to itself medially with 4-0 PDS sutures. (Fig. 3) . The edge was then sutured to the medial aspect of the tunica restoring the normal cylindrical anatomic tunica. Ultimately, the penile prosthesis was replaced with a 3-piece inflatable penile prosthesis and the incision re-approximated with 3-0 Monocryl suture. The patient did well with no complications at his one week, 3-and 6-month postoperative visits. During his most recent visit, 2 years after his surgery, the patient elicited no urinary complains, and no issues with his device. He reported his sexual function has returned to baseline, and is extremely satisfied with his operative outcome.
Discussion
A critical decision during the surgical management of a prosthesis aneurysm is the surgeon's choice of what graft to use for the tunica repair. Post-operative outcomes of autologous grafts to the penile tissue have been studied retrospectively and prospectively for the surgical management of Peyronie's disease. 4 In addition to the increase in morbidity, operative time, and cost associated with the harvesting of the tissue, these grafts often develop contractures and high rates of necrosis. 4 Various materials of different synthetic properties have been developed and used as non-autologous grafts for penile surgery. 3 The literature investigating post-operative outcomes after prosthesis herniation repair with the use of synthetics is ridden with high rates of infection, immunogenic response, and deformation of the penis due to their inherent decreased pliability. 4 One recent study found in the literature composed of 17 patients and a mean follow-up of 21-months suggests that acellular porcine xenografts from jejunal tissue may have none of these complications. 3 However, in the plastic surgery literature these grafts at long-term follow-up are associated with increased complications such as seromas, hematomas, and skin necrosis, often requiring additional procedures and medical treatment. 5 We suspect similar rates of complications with their use in urological surgeries. 
Conclusion
This case report of distal penile prosthesis aneurysm repair using an autologous graft with the redundant tunical tissue may be a better and safe way to approach this complication. Future research is needed to validate our results.
